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Problem Statement 
Charleston Mental Health Clinic offers a variety of services including but not limited to Crisis 
Services, Assessments, Group Therapy, Family Therapy and Individual Therapy as well as Care 
Coordination services. Therapy services are those services that address any goals developed by 
the client after their initial appointment. These are generally related to the "presenting 
problem" or what brought them to our Clinic. Some examples oftreatment goals may include 
increasing socialization, decreasing use of alcohol or illegal substances, decreasing angry 
outbursts, taking medication as prescribed, decreasing panic attacks or increasing time spent 
between hospitalizations. Care Coordination is the "coordination, integration and allocation of 
individualized care within limited resources which includes ongoing contact with one or more 
identified key personnel" (Ziguras and Stuart, 2000). It is a partnership with a client in which 
social, medical, housing, financial, and occupational needs are identified and then services are 
accessed, coordinated, monitored and reviewed to ensure these needs are met. At Charleston 
MHC a referral for Care Coordination is made by the client's therapist at the time in which a 
need is identified. This could be at the initial assessment or could be several years into 
treatment. I am attempting to determine which provision of services produces the best 
outcome in functioning for clients: whether clients who receive therapy plus care coordination 
show a greater improvement in functioning than those who receive therapy alone. 
As with many state agencies in recent deficit years, appropriate allocation of financial and 
staff resources is crucial. It is the mission of our Center to promote the recovery of persons 
with serious and persistent mental illness as well as children, adolescents and families with 
serious emotional disturbances. Recovery involves providing services "in order to help enable 
a person with a· mental health problem to live a meaningful life in a community of his or her 
choice while striving to achieve his or her full potential" (SAMSA, 2006). While each person's 
defin ition of a "meaningful life" will differ, it is my belief that for the majority of persons (with 
or without mental illness) a meaningful life would include some type of medical care and 
housing, social and /or occupational activities as well as a certain degree of financial stability. In 
• addition to the direct costs of providing services to clients needing mental health services, our 
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Center also pays for local hospitalizations of uninsured clients in need of in-patient psychiatric 
care. It is not uncommon for our Center to pay for inpatient care for such a client at a cost of 
$450 per day with an average stay of 3-5 days. Often it is chronic homelessness, financial 
inability to obtain medications, or the impending loss of a job or electricity that pushes 
someone from being able to cope to attempting suicide and I or needing hospitalization. It is 
both sound fiscal responsibility as well as within the mission of our Center to provide the most 
efficient and effective care and service to our clients. 
Maslow's theory of Motivation supports the practice of providing Care coordination services 
at the very beginning of treatment or at the very least, in addition to treatment. Maslow's 
hierarchy of needs involves five sets of goals or basic needs of all people. These can be 
visualized as a pyramid with Biological and Physical needs such as air, food, drink, shelter, 
warmth, sex, and sleep (the basic life needs) on the bottom. Directly above those needs are the 
Safety Needs: protection, security, order, law, stability etc. Next are the Needs for 
Belongingness and Love : family, affection, relationships, etc. Following these needs are the 
Esteem Needs; Achievement, status, responsibility and reputation. At the very top of the 
pyramid is the Need for Self Actualization: personal growth and fulfillment. Very simply put, 
Maslow's theory is that in order for the higher level needs to be addressed by the individual the 
lower needs must be satisfied and the person's focus on them to be minimal. If someone is 
desperately hungry, he or she will be so focused on the physical and emotional toil that hunger 
is having on him or her that thoughts of belonging and need for affection will be forgotten or 
denied. Additionally, if Biological and Physical Needs as well as Safety Needs are met then 
focus on those needs is diminished and the person is able to begin working on issues related to 
family, relationships etc. (Maslow, 1943). See Appendix 1. 
Data Collection and Operational Definitions 
GAF- The Global Assessment of Functioning (GAF) scores are a rating scale, based upon clinical 
judgment, of an individual's overall level of functioning. Scores range from 0-100 and are 
• 
4 
divided into 10 point ranges. A score of 0 indicates inadequate information while a score of 100 
indicates Superior functioning in a wide range of activities {APA, 2000, See Appendix 2). GAF 
scores are collected at Intake and every 90 days after that. In this case, I utilized a time frame 
for data collection that would allow for two post GAF scores to be collected as well as one GAF 
score documented prior to the services offered . 
Individual Therapy involves "face-to-face, planned therapeutic interventions. These 
interventions focus on the enhancement of a client's capacity to manage his or her emotions 
and behaviors through effective decision making, developing and acquiring coping skills, making 
better choices and decisions regarding co-occurring substance abuse, achievement of personal 
goals, and development of self-confidence and self-esteem"{ CMHSP manual, 2013}. These 
goals and interventions must be developed within the first 90 days of service. Individual 
therapy is the most frequently billed service for our Center and is the service most people think 
• of when they think of "therapy". During the time period in which data was collected our Center 
provided 8,2911ndividual therapy services. 
Care Coordination services involves the coordination of services to ensure that clients have 
access to a full range of needed services including the appropriate medical, social, educational, 
or other services. Care Coordination is "responsible for identifying individual problems, needs, 
strengths, and resources; coordinating services necessary to meet those needs; and monitoring 
the provision of necessary and appropriate services {CMHSP Manual, 2013). Care coordination 
has not been traditionally a "core service" that we focused upon. It has been considered an 
"adjunct" service to be addressed on an as needed basis. During the time period in which data 
was collected our Center provided 1,071 Care Coordination services. 
Data collection involved reviewing two sets of medical records: 1)Ciients receiving Individual 
therapy services as well as Care Coordination services during the time period May 1-July 31, 
2012, and 2) clients that only received therapy services during the same time period. For each 
• data set I randomly identified 285 services that were provided. From that 285 for each set, I 
reviewed the client's medical record to ensure that the service provided during that time met 
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the CMHSP standards for that service and eliminated those that did not. I wished to eliminate 
those services that did not meet the standards in order to limit this project to those who truly 
received Individual therapy and /or Individual therapy and Care coordination. An example of a 
service that might have been eliminated would be a service that was billed as individual therapy 
but was actually a Crisis service. Another example would be a service billed as Care 
Coordination that was really just a phone call leaving a message. In addition, I eliminated 
duplicated services. For example, if a client received 6 Individual therapy services during this 
time period I only counted their GAF scores once. I also reviewed each medical record to 
ensure that for the therapy AND Care Coordination group each of these services was provided 
and, for the therapy only group, no Care Coordination services were provided during that time 
period . I then recorded the GAF score for each of the clients (who met all the previously 
mentioned criteria) just prior to the March 1, 2012 start date and then 3 and 6 months later. 
See Appendix 3 and 4. 
Data Analysis 
1) A slightly greater number of clients who received therapy and Care Coordination together 
saw a positive change in their level of functioning 3 months after those services than those 
clients who received only therapy (35% vs. 34%). Looking farther out, therapy plus Care 
Coordination provided an even greater difference in increased functioning than therapy 
alone (41 %versus 33%) 6 months later. See Table 1 and 2. 

















